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' - ABSTRACT 

( ■ . ■ / • . .. . 

Nonmetropolitan areaa^ have greater ^nmet health needs and fewer health resources, 
than^metropolitan area». This 'report co1I^>ares health needs, and resources in both 
areas, and sHows that nonmetro areas^ lower incomes, largf^i^, aged populations, hazard- 
ous occupations, .and lover education.El levels contribute to poorer health care 
conditions. A positive' development has been the Federal .Government's recognition of 
problems and its programs designed to meet these special needs* It will be i2iq>ortant 
to recognize rural residents'^ heal'^h needs* under . any national health insurance 
program. ^ ' 

Keywords: Healtfh care; Rural needs; Health expenditures; Government health programs; 
\. Medical resources; Health status; Rural development* 
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SWlMARY 



^ Nomnetropolltan ^reas have. greater unlaet health needs and fewer health resources 
than nietropolitan areas. Totally rural areas consistently have the fewest- health- 
resources per capita of all areas in the United States. These areas had less than • 
one-third the national number, of physicians per capita in 1975. 

T'here were 71 non-Federal physicians, caring- for patients per 100,000 population 
in nonmetropolitan areas, compared to 15'7 in metropolitan areas J.n 1975. Nonmetro- 
politan areas had about 11 medical specialists per 100,000 populatioh, while metro- 
politan areas had 31. The distribution of hospital and nursing home beds per capita 
is more nearly equal. :..However, nonmetropolitan facilities 'are generally- older and are 
less likely to be. accredited and to have few specialized . services. • • 

The 1969-73 -infant mortality rate of -20.7 deaths per 1,000 live births in 
•nonmetropolitan areas compares with 19.3 in metropolitan areas. The rate was higher, 
21.2 per 1,000 live births, for totally rui;;al areas adjapent to metro areas. 

The reversal of the rural to urban population migration has increked the strain 
on the health c'are>^stem rn all nonmetropolitan areas, especially ih\ tlie totally ^ 
rural are^sV The ra&p of change in physician supply in totally rural areas between 
1970 and 1975^ did nert' keep -pace with the race of population change^ the tWb rates did 
keep pace in the rest of the Nation. Solutions specifically designed to meet these 
problems in totally rutsal areas shoulcj be substituted for blanket policios since - 
these areas have the Natibn^'s poorest health status. 
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■ ; INTRODUCTION '■ . { 

An adequate level of health care is now considered a right by many /people. 
Specif ying .the level of care that is considered adequate continues to 'be debated, 
however, in large part because of the high costs. of health care. If the right to 
^^^5* ^® accepted, eqiial access to that: care, would seem be a necessary corollary 
(Z? i.2.* 2^/ At the same time, ^ adequate health care j^eSources are known to be 

essential to economic development- because of their relation£>hip to^the quality of 
life, worker productivity, labor force participation rate, and industrial location 

62)» A major probleim facing rural areas is inadequate health resources. This 
report ^rpvides an overview of the present rural 'health care situation. It includes \, 
a description of the special health needs of rural areas and a discussion of certain ' 
contrl4)uting faj:tors. The major Government rural health programs are also reviewed. 

The report is intended to aid the State directors, staff, and commltteeis of / 
rural health system agencies; the public health departments at all -levela of govern- 
ntent; the cooperative extension servi.ce professionals who have fesponsibility concern- 
ing the rural health syaaem; policymakers and rural health program managers; and 
researchers, especially those located in iand grant uriiyersities. 



r 



Selected fnditators of the condition of the health care system ar§ compared fo 
, metropolitan and nonmetropolitan areas. This condition can be evaluated by 'examining 
thp inputs to the system and/ot the outcomes from the^system'^if a relationship can be 
shown-, to , exist between the condition and these two types of indicators. For the 
health care system, the inputs are measures, of supply of hjealth resources' and the 
outcomes are measures pf the health status of the .population. Although conflicting 
evidence Gxists, there is basis for assuming that both these types of indicalors are 



y Economist,\ Economic Development Division, Economics, Statistics , and Cooperatives 
Service, U.S. Department of Agriculture, the section on government involvement in 
rural health care was begun while the author was a graduate assistant supported through 
Pennsylvania State University's Pennsylvania Title V Rural Development Program. 

' . ^ • , • ' . ■ 

If Underscored numbers in parentheses refer to items in the bibliography at the end * 
of this report. 
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related to the condition of the health care system (l4). Therefore, both types of 
indicators will be cbinpated for metropolitan and nonmetropolitan ai^eas* 3j 



FACTORS AFFECTING RURAL HEALTH NEEDS' 

■ . . . • • ■ '. * . 

1 Two types of shortages epitomize rural areas' needs for increased health resources. \ 
The'firsi^ type, economic, , is used by economists to specify the differences between . 

-the quantity of i medical Ci'tre ^demanded and the quantity supplied at the prevailing • ■ 
pric^e* The ^quaritity demanded is the amo.un^t individuals are willing and able to pay 
for medical caire at the- prevailfhg price. The second type, ' normative,; exists- when a 
good or ser-vice is considered a right , by society. Normative shortage considers / ; 
the neeti for" services (as determined by the individual or health professional) beyond 
the point of that affordable to consumers. A. normative shortage is a more serious • 
consideration for policy pla,nners because decisions regarding how much care is. a 
right must be made^ and once made,- the form of market intervention to alleviate the 

•shortage must be determined. . 

^Several characteristics affect the shortag"e of fiealth care services to rural 
area residents. At the county level, the data are collected only as^ frequently as 
the decennial census. 4^/ Thus, the most recent census data available are for 1970 
(fcable^ I)* Specifically, these show the prevalence of low incomes, hazardous occupa-^ 
tioris, higher proportidns of senior citizens, and lower educational levels. Another 
characteristic of nonmetro. areas, geographic isolation, means that residents must 
travel greater distances for routine and emergency health care. This is not tol imply 
that all nonmetro people are subject tp severe health deprivat^ns. Rather, thiis ,- 
suggests, and dat^ on health status support, that a disproportionate number of ' 
iicnmetro area residents are in need of health care in relation to metro residents. 
Consideration of these characteristics will help to. determine the -most appropriate 
method of alleviating shortages. Rural area residents are distinctive, owing to 
their geographic dispersity ^and lifestyles. His topically , planners have not been 
sensitive to, the diversity and uniqueness of rural area situations and hav^^ applied 
blanket urban-oriented policies to all needy areas. 

- • • ■■)..'■■ : ' ■ . ■ 

, I Income . ' .. 



The prevalence of economic poveTf ty,. in a community has a dual effect on the unmet 
r^eds for health care. It increases the need for care, and it decreases the ability 
to purchase carel Poverty increases the incidience of disease through its relation ^.to' 

. _3/ The terms, rural and urban connote ^nonmetropolitan and metropolitan areas, 
respectively. However, 4 formal distinction is made between theise two classif ic^ions 
of resi'dence by the U.S. Bureau of the Census. In the rest of thi^ report, ruritl and ' 
urban are used but a strict nonmetropolitan/metropolitan classification schema is 
employed when data are compared by residence. Nonmetro and metro counties are 
farther delineated into categories by size .of the metro area of which each metrp 
county is a part, and' for nonmetro counties, by the number of urban residents and 
geographic proximity to a rpetro . area (appendix A). This scheme of classification, 
•theoretically will unmask differences which may otherwise be obscured by sin^ler 
methods. The majority: of the data are from the Department of Healthj. Education, and 
Welfare's (HEW) Area Resource File (56). The data for Alaska are not at the county 
levfel, so that State has not been included. Other sources are referenced accordingly. 

kj A*, mid-decade census beginning in 1985 has been approved and its sc'bp'e is still 
being reviewed by the U.S. Bure'au of tl)e Census* • 
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Table 1-Selected characteristics, by metro and nonnetro counties, ]1970 1/ 



/ , J . ^ Metropolitan !/• - ' : 


Metropolitan 


/bocioeconooilC ' : Total;- ' : ' / ; • 

^characteristics' : ,2/ ; . : ' ' - Greater . ' ; ^ 

' ■ ■ 1 ■ ■ • ■ i ■ 1 t . 
• • • ' ' • 1 


lesser; Total 
1 • 


'.Urbarfze^' 


i : less urbanized 


. /Totally rural 


I ' Total : / i' . 1 .; Medium 
: ■ : . 1 Total ; Core ; Fringe 

• ■•■ ■ ■ , ■ \ - ; • , ' ■ 


Adjacent: 'Non^^^ : Adjacent;' Jon- 
J adjacent: ; adjacent 

■ : ^ • ,-1. . 


• 

Adjacent:- Non- 
J^d^acent 

; v 



100,0. 58.0 
100.0. 62.3 



100.0 73.0 
100.0. 85.1 



100.0 n.o 
100.0 27.0 

10O.0..73.1, 
lOO'.O- 78.3' 



Incooe; (dollars) 

Under 3,000 

3,000-5,999 - ■ 
:M00-9,999 
-10,OflO-U,999 ' 
15,000 and over' 

Occupation: ' 

White collar ■ 

Blue collar . 
. Farworkers 

Service work 
■Not reported ' 

Age: 
OnderlO . 
10-2-1 
22-39 : 

65 and older.. 

Education; ' - 
'Under 9 ' • ■ , 

9-11 /■ 

12 

13-15. 

16 and morel )O0.0 81.2 ■ 50.,6' 

, // ■ ■ 
Total population 100.0 72.6 ' 41.5 



29.7^' 23. 
31./ 24. 
36^ 26. 











Percent 




23.5 


6.2 


19.4 


B.9 


42.0 


■ 7.4 


24.6 


■ 7.1 


■ 21.1 


9.5 


37.7 ' 


' 7.9 


26.6. 


10.2 


23.4 


9ir^ 


30.6 


7.8 


30.8 


14.7 


•24.1, 


8.4 


22.0 


6.6 


36.1 


. 19...7 


22.4. 


6.9 


14i9.' 


4.8 



45,5 
■ 55.8 



49.1 34.1 45.0 

39.1- 27.5 ' 11.6- 

,7.5 '3.1 .' 4.4 

41.3 . 30.6 '10.7 

,48.1^36.7 11.4 



4.8! 10..7 
4.8 1 9.3- 
4.2 ",, 7.5, 
3.2 i 5.1 

2.3:;,/3.3 



72.9 41.1 
100.0 72.0' 39.8 
100.0 75.2 / 43.4 
100.0- 73.1' 42.7 
100.0 68.5 39.6 



!, 100.0 -65.6'' 36.7 

! 100.0 ' 73.4 '42.1 

: IfO.O- 74.8 . 43.5 

'77.6 '46.5 



27.9 ■ 13.2 

27.3 ■ 12.5 

■ 30.4 13.0 

30.1 ■'12.5 ■ 

■30.1 9.5 



23.0 
23.5 
12.2 
'22.7 
22.6 



23.1 
23.'2 
23.1 
22.3 
20.8 



8.4 , 29.0 

7.. 3 73.0- 

9.1. 26.9- 
.7.6 21.7 



8.7 27.1 
9.1 28.0' 

8.7, ...24.8 

8.1 '. 26.9 ■ 

8.2 31.5 



5..7-'^' 
^7.6 
. 9.9. 
,6.9 

5.9. 



3.2 ' 
3.6:. 
5.8 
4.0 
3.0 ^ 



4.4 
7.5 
18.9 
6.4' 
5.2 



.11.8/ 
..IC.'l • 

7.6 

4.9 

3.2 



4. 7' 
)^.0 
22,2 
6.7 
5.1 



} 

2.4 
1.9 
1.3 

0.7 
0.4 



0.6 
1.3' 



0.9 



27.6 ' 


■ 9.1 


21.0 


7.9 


3414 


,'7.1 


3.9 


30.8- 


11.3 


23.0 


8.3- 


26.6 ■ 


6.7 


,3.4 


29.9 


13.6 


22.8 


8.5- 


■ 25.2 


6:9 


3.5 


32.8. . 


13.7' 


,22.4 


8;7- 


l^k ■ 
18.8, 


6.0- ■ 


" 3.6 


33.6 


17.0 


22.4 


8.2, 


5.8 ,, 


, 3.2 


29.1 , 


12.4.; 


22.6 


8.5 , 


27.4 


6.9 ■ 


' 1.7 



8.8i 

6.r 

6.0 
4.8 
3.9 

6.6 



9.3 
6.5 
6.0 
.5.5 
4.2 



■ 1.2 
.0.9 



1/ See appendix A for explanation of headnote items. 
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So(irce:;''(54). 



not add ,due to rounding. 



3.7 
2.3 
i.3 
0.9 



,1.2 
,2.0 
11.8 
1.'9 
1.5 



6.9 , 


•3.8 


6.6 


6.6 


1.1 

1.1' '.. 


2.1 


7.2 


■4.1), 


6.6 


'6.8 


2.1 


6.^' 


3.8 


5:9 • 


5.8 


' 1.0. 


1.8 


15.6 , 


3.5 


' u , 


■6.8 


1.2 


2.2 


7.1 


■ 3.6' 


8.0 


8.3 


1.5 '. ' . 


2.9 



3.5 
2.0 
1.9 
1.7 
1.2 



1.2 2.2 



poor nutrition, hbu9ing,.an*d sanitation.* As famil^r* incomes decrease, the average 
number of disability days per • person >er year tends to increase. The sitviatidn is ' 
exacerbated because poverty decreases an individual's ability to purchase needed care 
both directly and Indirectly through insurance plans. .Not only are lower income . 
persons much less likely to have hospital insurance, but if they do, they, are less 
likely than higher income persons to have more than ^orle plan (68) . The Medicaid, 
program has. helped 'finance the medJ^cal care cos*ts to the poor. *Nev^t'heless, 
medipal care expenses are much more of a hardship for those in lower income groups 
(tabjLe 2). 5/ , ^. * ^ 

A disproportionately larger. numfer of ruraL residents (and inner^ city* residents) 
live in poverty. Given .the existing system, therefore, poverty is a major obstacle' 
to improved access of rural Residents to adequate- health care. 

. ■" •. . ■- / / * .. * . ■ ' ■ 

■i . Table. 2~Aggregate family outlay for personal health services * " 

as a percentage' of annual' family income, 1-970 ' 



Annual -family income 
and poverty level 



Aggregate family outlay 
for health services 



As reported in 
social .survey 



As ^reported in. social 
survey and verified ; 



Dollars 



> 



Percent' 



Under 2,000 : 


14.5 


* 12.5 


2,000-3,499. : 




9.3 


3,500-4,999 : 


-7; 7 


7.5 


5,000-7,499 ^- : 


6.1 


5.8 


7;500-9,999 , 


• 4.6 • 


4.5 


10,000-14,999 . : 


3.8 


■3.7 


15,000 and over : 


■3.3 ■ ' 


3.1' 


Above near poverty : 


4;b ■■ 


3.9 


Below near poverty : 


8.9% . 


8.3 


< • 

. Total . : 


■ . ' :-4.4 


. 4.2 



4. 



. Source: 



(8). 
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' Occupation 

The types of employment, a population is engaged In are- related to the incidence 
of both acute' and chronic, health conditipns and sp to the health needs of a region. 
Several measures are used to indicate the relationship between occupation arid employee 
safety. These include the fatality rate by industry; the injury and' illness rate by 
industry, and the percentage of lost-workday injuries which result in days of '^restricted 



5^/ Two methods \/ere used to measure expenses in. the more recent nationwide surv6y 
on family outlay by * income groups: one involving respondents' 'replies from a social, 
survey .and the other involving respondent apd verification data. 



- . work^actlvl ty by Industry. 6^/ These measure only acute health conditions suffered by 
.. a worker. This selection Is hot to downplay the seriousness* of chronic conditions J 
(or 'of emotional conditions, for that matter) but was, made simply because of the 
difficulty In measurlng^ and Identifying their relation to type of occupation! For 
example, the Secretary/ of Health, Education,^ and Welfare (HEW) recentl>^ es-tlmated 
that approximately, 21 to 38 percent of all cancer -cases In the United States may be 
traced to pources In the workplace, but It may take years to document this (42). 

.. • 

Of -the measures mentioned, the def'gree of physical danger , to an employee, ra^ks ' 
the industries differently. However, . both the agriculture, forestry, and fishing 
Ijadustry and the^mining Industry are almost consistently ranked high by" all three, 
'measures (table ■3)"| These combined* Industries In 1976 constituted a larger share of 



Table 3;r-Ranklngs and Incidence rates of selected measures of job-related 
^ . health conditions for hired workers, by Industry, 197.6^ 



Industry 
.division 


: Job-rel^ated 
: fatalities^ 


: ' Illness and : 
: ' injury : 


Lost-workday injuries 
involving days 
of restricted 
work activity 


Incidence * „ 
■ " Rank: 
rate per 

; 1,000 fuii^ ; 

' time- workers 


Incidence 
r^te per 
100 fuli- 
time; workers 


, t . ■ 
r^Rarik: 

• • 


Percentage> : 


V 

, Rank 




. Rate Order 


Rate 


Ord^r' 


Pet. - 

— • ■ , f 


1. — 

Order 


Rrlvate sector 


0.08 -- -- 


.V 9.2 . 


.5.0 




Mining : 


.49 ' 1 


U.O 


3. 


4.1 


3 ' 


Agriculture,' forest fry,: 












and f ishlftg _1^/ ': 


* .28 2 


11.0 


* ' 3' 


1.9 


• 5 " 


Construction . : 


.25 3- 


'l5.3 


1 


1.2 


.8 ^ 


Transportation ancf 












public utilities : 


.19 4 


n 9.8 


4.. 


' 7.7 


2 


Manufacturing : 


. .06 ' . 5 


13.2 , 


2 


8.0 ■ 


r 


Services : 




5.3 




i;5 


6 


Wholesale and , : 












retail trad-e : 


.04 . 7 


■7 .'5 


5 


T.3 




Finance^ Insurance,* : 












and real estate : 


^ .01 ; 8 


- 2.0 


7 


\ >.8 . 


'V.4 . 



I^/ Only Includes workers at places of at least 11 workers. 



Source :• (65) . 



6^/. The Departments of Labour. and HEW collect this type of data. HEW .collects data 
on disability days for both self-employed and hired workers . but does not differentiate 
tefrween wedc-reTated and all disabilities. Labor collects work-related disability / 
"data for onl>" hired workers, and .in agriculture, only in workplaces of at l6ast 11. ^' 
workeris. The latter data source was chos-en because it more clearly •represents>the ' 
relationship between occupation and disability. The drawback to this data source' for 
the purposes there is that It eliminates self-employed^wprkers, which ar« the majority^ 
of agricultural workers'. ' ' — - — 



the nonmetropoli tan work force than the nfetropplltan work force, 1-0.6 percent and 2.0 
percent, respectively- The agriculture?, forestry, and fishing industry had the 
largest percentage increa^se 1 n totaj/lnjury Incidence rate of any other. 1 ndustry: ^ " , 

•between 1975 and .1976. and, althougK they did not have the. largest . percentage Increase 
• both it and X:he mining Industry had increases in the percentage of lost-workciay 

, injury rates. / 

The ekisteriee and the extent of medical Insurance coverage are not only related 
to an^ .individual's Income,^ but also to the type of o.ccupatlon- Farmworkers, more 
than any other occupational group, are not likely to have medical insurance coverf^ge.. 

Given^the relation of the agriculture and mining industries to (1) the safety of 
an employee, and (2) the incidence of medical insurance . coverage, it appears that* 
residents of nonmetro areas experience a greater unmet need fpr medical care* th^n Ho 
metro ^areas resi dents. • 



. \ Age _ . .. ■ 

* 

Medical netids vary with age.'''^ Statistics substantiate that \he elderly use more' 
physician services, have mor§ hospital admissions, and stay longer than do otflers in 
younger age groups. Three-fourt;hs of the npninstitudional population aged 65 or 
older have one or more chronic conditions. Almost. two out of vf ive have a chronic 
condi tiTu that limits activity. . Besides the elderly , young children less than IQ 
.years old: require the most health services., while those 10 to A5 years old require 
^the least Healt)i car:er Nonmetro areas have higher . proportions of young children and' 
. elderly—precisely the two age groups that require and use* the most health services 
(fig. I). • . ^ 



Figuro 1 



Age Distributions of Metro and Nonmetro Populations, 1970 

Percejit . ,* ^ 

■12/' 




Under .5 5.9 J^O- 14. 15-19 20-24 25^?9 30-34 35-39 40-44 45^49 50-54 55-59 60-64 65-69 7074 75 & ' 
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5*"^ -ipconflH A for afjliniriOf> o» rpird.^nci c:.jr<«(j»Ui»»r«! SnurV.o Caicularions b.nocJ on (.74) 



. , ■ • .. Education ^ . ^ 

^ Studies consistently report that as tlie educational level Increases so doe^ use 
,of healcJ).:-*6ervlces (^0) • Persons with lower educational levels have'' not had the 
* learn proper disease prevention and healt-h promotion habfts or to become 

informed about such Goveminerit programs as Med leaf e and Medicaid, The suggestion ' 
that persons wJth lower educational levels use less health services because jthey do 
not need chen Is not tru-e (fig, 2). As educational attainment Increases/ the^ likeli- 
hood of being unable to carry" on la major activity, such as work, decreases^. 



The level o"f 'education in noniuetro areas Is generally lower than that of metro 
'^reas. Tho percentage of males 25 years and older who had coHq)leted less than 
5 years of elempnt^ry school (defined aa functional Illiterates) In 1975 was' almost 
twice as grtar in r.onmetro 4s in raet'ro areas. For females, that rate was about 
one-and-a-half tl.fles greater In nonmetro areas. The difference In educational 
•attainment, between nonmetro and metro areas Is especially large when comparing 
functional llTlteracy for the oldest ,a^e category (28-) , 



ENT 'INVOLVEMENT. IN RURAL HEALTH CARE 

/y * ' ■ 

About 9 percent >^ the total U.S. gross national product was spent on healt»h 
care, in ^197.7 (30) .^^his sector has become one of the three largest industries, 
accounting for ^^^proxlraately 6. percent of the U.S. work. force. 



Percent Distribution of 'Rersoris with Chronic Disabilities by Education 
Atlainmert, 1974 / . 

Percent unable to carry on majofaCttvUy;/ ' . * 
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— GoveTnment health care spending has increased both in an absolute- 'sense and . as 
share of total .health expenditures. Government's share (including Federal, State, 
and local) of, national health e;cpendi.tures ^represented '42.1 percent of the total or 
$310.13 per capita in 1977 (table 4). 

. ■ : ■/ ■ ■ r ■ ■ 

Table 4 — Real aggregate and per capita national healtK^ expenditures, 
by source of fund, and public as a' percentage of total, 
, selected years, 1940-77 Ij 



xear 


[ Health expenditures 

• / 


Total 


Public 


; . Public 
percentage 


as a 

of total 


: Aggre- 
: gate 


: Per : 
: capita : 


Aggre- : 
gate 


Per 
capita 


' Federal : State 

: and local 




: Million 




^Million 




C- 




I cctJL cliUXng 


' dollars 


Dollars 


doy.ars 


Dollars 


- - -Percent- - - « 


June 30: 














1940 


' 21,333 


159.23 


4,297 


32.09 


3.9.. 


11.4 


1950 


' 45,385 


295.66 


^.11,566 


75.36 


9.4 . 


10.8 . 


1960 . , 


66,127 


362.22 


16,355 


89.59' 


9.2' 


-12.4' 


1965 : 


• 87,989 


447.39 


21,572. 


109.68 


8.5 


12.3 


1970 : 


116,11'2 


<559.70 . 


42,604 . 


2051" 35 ^ 


22.3 


11.9 • 


Year ending : 














September 30: 2_/ ^ : 














1975 


153,327 


706.47 


65,4tf4 


301.36 


28.7 


13.7 


1976 • : 


156;362 • 


714.51 ' 


66,318 


303.04 


28.1 


1.4.6 


1977 3/ • 

_ ;;;; i ■ — , 


162,6'2> 


736.92 


68,442 


310il3 


28.6. 


l'3,.-5 



U Adjusted for inflation; 1977 
2/ Fi^al year'^was redefined. 
_3/* Preliminary . 



100. 



Sources: (17, 3Q). 



Health Expenditure 



i 



The only r:eliablie information source on the distribution of public health 
expenditures by. residence is for Federal expenditures. This is still of value since 
J'eSeral health , care expenditures in 1976* amounted to two-thirds of. all public health 
expenditures, while the remaining one-third represented State and local governments' 
share. Overall^ a lower per capita amount of Fedei;al health 'expenditures in 1976 
went to nonme^ro areas than metro areas,''$130 and $163, respectively (fig. 3). .Also, 
exceptionally ley out lays "were made^ to areas such as fringe counties in greater metro 
.areas and nonmet^o counties that are urbanized but liot adjacetit to a Standard -Metror 
politan Statistical Area (SMSA). :7/ . ' 



_7/ See appendix A for SMSA definition. 
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FIgur* 3 i * 

Per Capita Fjdderal Outlays for Health Payments and Services, by Residence, 1976 

Residence 

Categories $ 

U.S. TOTAL 154 I 
METRp TOTAL 
• - Greater 189 \ 
Core° 228 I 



Fringe 101 
Medium 128 
Lesser .133 



NONMETRO TOTAL 130 

Urbanized 
(Adj.toSMSA) '^^ 



115 



Urbanized 
(Not adj. to 3MSA) 
L6ss*urbanized 

(Adj. toSMSA) ^-^^ 
Less-urbanized 



(Not adj. to SMSA) 

Totally rural 
(Adj. to SMSA) 

Totally rural 
(Not adj. to SMSA) 



137 
130 



139 




Includes approKimaiaiy 80 percent of Fe(2erat hearth expenditures The other 20 percent wereAfunds o^^ted because they were research grants or lunds for. 
program's w^ere the county distribution was unknown or where the procedure used to estimate the oi^tnbution was qoestidhable. 
See appendix a for definition of residence categories. Source: Calculations baiioc) on [47) 

^"■^ " 



USOA 



. Nag. ESCS 70 79 (6) 



The',public health financing programs*^ aduini^tered by the Health Care Financing 
-AdmirdTstratlon — Medi'care and Medicaid— rep res ent! the major portion of Tederal health 
care expenditures. The 1976 distribution estimate of thes'e program^' funds by 
residence, when compared to the distribution of the population, showed that nonmetiro 
areas received fewer funds per capita tjjan metro 'areas. 8^/ (Some* would contend that.; 
-tven l t h c a r e cos-ts-inore—lTi "iDet;TO are as t H air-noitmetro-a re asx-^J u-t— n o ^-e vi d ence— soppar^ts- 



that contention wjiere tl\e quality of care is assessed as equal.) Such a distribution 
could- be considere'd inequitable since both the aged and the economical]^ impoverished 
populations, are overrepresented in. nonmetro areas (21 , 26) . » 

Medicare, a Federal program with uniform benefits, has two major parts: Par^ 
covers hospital and institutional care and Part B cbvers ^outpatient services. 
Physicians in the Medicare program' are .reimbursed the prevailing fees which are about 



8/ Medicare's distribution of funds by county is estimated from a formula based. on 
th^- known distribution of recipient population at a point in time. Medicaid's 
distribution is estimated from a form^i^a based on the known distribution of the Aid 
CO Families with Dependent Children (AFDC) and Supplemental Security Income (SSI) 
recipient population at a point in tipe. This has ithe effect qf assuming, every < 
recipient receives equal fiip^ding, which is . unlikeljl.' It may overstate outlays to 
npnmetro areas in a county, because of the relative Vinavailafiility of specialized,^ and 
t'hus expensive, medical personnel and equipment in iionmetro areas. Because the 
distribution of Medicaid funds is estimated from thfe AFDC and' SSI population, no .. 
consideration is given, to the possible case where Services are nonexi^ent even if an 
individual is eligible -(a more likely occurxence iij nonmetro areas). 
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25 percent lower in nonmetro. areas than in metro areas. Lower "fees are In pa^^ 

to. the relative absence 'Of specialized care available ta'nonmetro residents- 'i^^^^^^t^ 

also has limited home, health 'and nursing, home benefits (22,,..j£). Because the 

aged represent higher proportion of the. nonmetro population and a hig'her proP^^^^^n 

of 'the aged in 410 nmetr.o ^reas have chronic conditions thanVthel^r metro counCerP^^^® ♦ 

inadequate provision of home health^ and nursing home services is particularly * 

mental to the residents of nonmetro- areas ( 39 ) • The high poverty rates among ^^^^ ^ 

nonmetro aged make the deductible and coinsurance provisions of Medicare 'more ^^®^°"s 

( 22 ) • • . - ' ^ 

* The Medicaid program is a Federal-State cooperative program, and the^Fedef^'^. 
share of the program varies , by State. About 60 percent of the nonmetro poor f^^^^® 
in the South, where Medicaid recipients receive the lowest amount of Medicaid ^^"^^ng 
per capita (26, 21> ll)* A major factor contributing to the pro-urban bias of 
Medic^aid program is that eligitf^lity is tied to cash welfare programs such as 
. Families with Dependent Children (AFDG) and Supplemental Security Income*(SSI) '.i 
(2i» !!)• The rural poor are more likely- to. live in two-parent households (57 
percent) than the urban poor (38 percent), and generally only one-parent famil^^^ 
have been eligible JEor AFDC. (As of June 1978, 28 Stated provided benefits Co 
two-parent poor families when the father was unemployed (6^)0 * " 

. * ' Selected Government Programs » 

Recently, the Federal Government has "jrecognized the rurar.^health care situ^'^^^^ 
as unique and designed /speci^al programs to" ameliorate rural health care j)robIeti»^' 
Eight programs particularly benefit rural areas: -Community Health Centers "(CHC) ^ 
Migrant Health Centers (MHC),; National Health Service Corps: (NHSC); Healdh Und^^f^^^d 
Rural Areas (HURA-) ; Rural -Health Initiativi* (RHI) ; Rural Health Clinic Sen/ice^ 
Loan Repayment; and Community Facilities Loan Programs (table 5 and appendix B)' J* ' 
<.*t . . ^ ' * ■ ' " ■ ■ ' ■ \ 

The. Government uses several indicators lj. determine underserved areas (apV^^^^^ 
C). Being designated' as an underserved area is a-necessary, but not ra .suf f icie^^ ' 
requirement for funding. ^..Nonmetro, areas fbve been found to be overrepr ^-r r^'nted ^^^^ ' 
scarcity is determined by the two most widfe ly used metho ds .in designate-. horC^^^ ^' 
areas,' the method to identify Me d i cal ly Tf nde rs e fve d TreaFTkuAT~a nd th e . -hod 

_l_dejit lf:>LJL ea] rh M anp0weiL_|ho^ge-Arpas (HM S A) ■ •V x^r:iexamp4e^->i-n-L9-77 ,-- appr-oxtin^ ^h^'^ 
27 percent of the population resided 'in *nofiraetro areas, as defined by the censuS^ ^ ^ 

,over 55 percent of all persons in MUAs and 51 percent^* of all persons in HMSAs . r^f 
in nonmetro areas. ... ; - " r 



'Community Health Centers , i 

-.^ The goal .of the Conimunity Health Center (CHC) program is to. support ambul^*^^^ 
health care proje^cts in areas with scarce or nonexistent health services.- Gra^*^.^ 
are provided to public or nonprofit health organizations ^designated as MUAs (app^"^.^-^ 
C). However, -out of the total MUA population in either rural or urban areas in ^ ^» 
only'6-.2 percent we^re served by this CHC program (66) Grants "are available for' 
.planning and development and operation of . clinics^. Regulations include provlsi^^ 
specified health services.^ 

The'CHC program, in its present foi a; was established , under the Health Rev^^^^ 
Sharing and -Health\%ervi(fes .Act 'of n975- (P.L. 94-63). The act combined three p^^ 
grams—the ^Neighborhood Health Center? '(NHC) , Family Health Centers (FHC) ; and 
Community Health Networks (CHN)— under a single administra-tion termed CHC.^ Fun^^^^^ 
of the NHC, the major program of CHCs^ predecessors ,^ was firs t authorized in 1965 
Section ,211-2 of the Economic Opportunity Act and adminis tered^ by the Office of ' 

• \ . • ' O ^ . / 



EKLC 



■ TabliS-Infomation on Federal programs .involved in delivery of 'rural' health care 



■ Legislative : Budget app'ropri^; 

■ } ' authority 'ation.'EY.lSJS ■■ 



.Comnity' Hftalth, 
Centers 



Kigrant Healch 
, Centers' 

National Health 
SenicesCorps 

'Health Underserved 
Jural Areas' 



Rural. Health 
Initiative ' 

■Rural Health Clinic 
! Services Act' ' 



'Loan Repayment 
Program ■ 



Cominity 
Facilities Loan ■' 



•P.L.''9W3' 



Million dollars 



3/ 252..0. 



Projfosed ^erc^flt'age 
nil 



•■■'■pf.^doUars'J.n 
rural areas 



; . , ./,,,! administrators 2/ 
criteria. 1/2/. 



P.L. 95-626. 3/ 34.5 



P.L. 91-623 3/ 57.0 



Sec. 1110, Title ■ ,16.5 
XIX of 'the Social ^ .. 
Security Act ' 



P.L. 95-210 extend Medicare 
•. ° . and Medicaid 

. ' reimbursement 



Sec.,741-f. 
PHS Act 5/ 



5/ 1.5 • 



Percent 

ior new users, 
io-60 percent 
of users 

100. ■' 



35 



100 



lOO 



100 



unknown 



BCHS, HSA, HEW 



BCHS, HSA, -HEW, 



BCHS, HSA, ili 



BCHS, HSA, HEr ■ 



HIA' 



HMSA 



rural, . , 
scarcity area, 
research oppor- 

■'tunity, ■ 
size of Medicaid 

population 



rural, MUA, m . ..BCHS,, HSA, HEW 
' 'HlAi HIM .. ... ■ \ , ' 



rural, HUA 



HMSA 



HCFA, 



BHM, H^, HEW'' 



lOO""; Countrpopuistioii— ^FmHA jSDA 
less than /f ■ ■ 
1(1,000, persons, ' • 
, Meet financial', . ' , ' 
.■■Stability 

; standards^ '. f 



I/^See'appe'ndix C';? .2/ See text-ior unabbr:evi4ted name. ]/ Funded under continuing resolution. 4/ An admi5istfa,tiVe' 
effort, no funds are appropriated. 5/ Does not include the'nursing profession which" is authorized under Sec. M) of 
the Public Health Service Aot. /' < ' ' " ■ 

' .■ ■ '. ■ . ,. , ' ^ ■•■■.18 



Economic Opportunity (OEO). HEW also sponsored .NHCJs. which were authorized under 
Section .31A(e).of the Comprehensive Health Planning and Public Health Services Act of 
.1966. All of the OEO centers were gradually transferred to HEW between ' 1970 and 

1973. : " , ■ . 

; The. early ;NHCs were large, comprehensive health projects with little emphasis. on 

^ financial self-sufficiency.' New projects are much more 'limi'tecj^ although .158 of the- ' 
• earlier projects are still in operation. Earlier established projects, because of 
their comprehensiveness, receive the majority of CHC funds. About 80 percent of CHC 
money in fiscal year 1978 went to these earlier-type CHC projects. Only-abo^t one-fifth 
, of the^coinprehensive projects' users lived in rural areas In 1978, ^even though over 
55 percent of the MUA population resided in rural areas. Over $7.50' in CHC funds ; - 
•were spent in 1978 per urban medically underserved resident, compared to about $1.00 
per riiral medically .underserved reisident (^, 66) . . 

^ . A ■ ■ - 

•• -The Congress, because of its; expressed- awareness of . the poor health care situa- 
tion "found in rural areas, has attempted to make . the CHC program somewhat more 
sensitive to the needs of rural areag. As of fiscal year 1979, it .is required that 
•the percentage of users served-by new projects or expanded did projects,, in either 
rural or; urban areas, -be between 40 to 60 of the total new users.- This is to insure 
that' both needy rural and urban r.reas are reabhed. -This /adjustment should not obscure 
..the fact that the earlier, more costly projects are disproportionately servilag urban - 
residents ;and ^his 40:60 ratio, applies only to new users, rather t^an all users or 
all funds (46). The program is operating under a continuing iresoiution of $252 . > " 
million in fiscal year 1979i " , ^ 

Migrant Health, Centers " , - ^ . . ' i 

. The Migrant Health Act, first passed" in 1962 *(>.L, 87-692) and amended several - 
tim^s, was completely rewritten in Title IV of P.'L.^ 94-63, the Health Revenue Sharing ' 
and Health Services Adt of 19>5. Thtft act, amending the authority to 'clear l/.define 
the operation Qf a migrant health center, required the Secretary of Health, .Education, 
and Welfare to establish a National Advisory , Council on Migrant Health' and to 
initiate a study of migrant, housing. ' The law ^alsa provl ded for grants to be made to * 
public and nonprofit entities to- pla^, develop, and operate mi.grant health centers. 
(The most teceht amendriients tc? P.L 94-63. were made in P.L. 95-^26.) ' 

The Migrant H ealth Centers prog ramLsL^purpose is to support" the delive-r^;— of-r 



quaUty health care services in rural areas, for migrants and seasonal farrawor'.ers and " 
their families. An existing or a proposed center to be eligible for fundin^^ must lie 
located in a High Impact Area^ (appendix C). Centers will proVide diagnostic services,, 
treatment, and -preventive services. Other services may al&o be provided, including ' .v 
dental care; nutrition counseling, and environmental servl ce.s (66) , TKe amount ' ' 
appropriated in fiscal y^ear 1978 wa« $34. 5' million. The number of persons receiving . 
services? through this program had iricreased -to 557,000 by 19^8. ' ' • f 

National Health Service Corps \ '^^ ' . ' ' / " 

The pur;pose of the National Health Service Corps (NHSC), establfshed under 'the 
Emergency Health Personnel Act of 19^0 (P.L. 91-623)., is to iiiq>rove the delivery of 
health services in HMSAs and reduce the number of such areas by the appro.priate *' 
placement- of health professionals and health resources. The Federal Governient pays" ^ 
the salaries 'of the health personnel and provides administrative, and fJn:&ncial 
management assistance. Th*e^ community manages the practice and provides office • ^ 

space, equipment, supplies, and support , staff . Placing personnel in HMSAs may mean ■ 
that some corps'' personnel will remain in these areas after their 2-year obligation' 
has ended. The current retention ra^te is-about 47 percent f or-personnel who extend 
their obligation, in^ the corps or remain in these communities in private practice (61*)., . 
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A public" or nonprofit private health organization to be eligible for, NHSC 
. personnel must be located in ati HMSA (appendix C).' Other^aci:ors' which affect 
whether a health- org^oiiation will be approved are the comments from the "local. • 
. professional societies, t?he degree of comminity support, and priority given to an 
organization employing midlevel health practitioners. An intensive- recruitment and 
matching process is initiated to place app^gpriate personnel in an'area after 
approval. - ' ' ' . • , : . 

■ " • ■ - '\t 
Th^re are two segarate fundings for this program: • one. provl'<ies health prof es7 

sionals ,^'mariag3ment, at\d technical assistance to a community; .the other provides" . 

scholarships to students who are committed tp serve in the corps upon completion of 

their training (or- they^may repay the scholarsliip) . The program was funded at $4^- 

million in fiscal year 1978. to. meet the first obligation. Student scholarship funds 

available in 1979 are budgeted at $65 million.'^NHSiC personnel without scholarship 

- obligations receive substantially higher s.alaries. A total of 1,289 personnel were 

placed at 668 sites across thej Nation dur£ng f iscal year 1978* This included '694 

physicians, 210 dentists, and 385 other health personnel, such as nutritio^sts-and • 

medical social- workers. 9/ Throughout 1973, 89 percent of^tJiee^-'p'efSonnel were 

locatefd in rural areas and the remaining 11 percen,t^in"urban areas. The administrators 

plan to alter the rural-urban ratio of per^^onnel to 85:15 by the end of fiscal year 

1979 (44). An estimated 3, 500 prgtess^onals will be in the field..by 1981, on the 

basis of the number of pi;esenir71lHSC scholarship students. . , . .\ 

^ Health Underserved Rural Area^ 

Health Underserved. Rural Ar^as (HUJEIA) , established in 1974 under t;he i-e.saarch 
, and demonstratipri-' authority of Section ^1110 andj f unded u'ndej title XIX of tVe Soiciai 
Security Act, was ^initially administered by the' Medical, Services Adioini.straclbri cf 
the Social and Rehabilitation Services. . Hgyever, on Jaftaaryl5> 1976^ the HUR/k ' 
•program was "transferred the Bureau of Community Health Services, Health Services 
Admlnistratio^i, of the Public Health Servi'ce in .Ch.e interest of uniting the •.major 
health programs. The^ Primary Care Research a^i I>.empnst ration Program, authorized in 
197b under Section 340 of the Public Health Service' Act, revised and c^}q)an^ed the ""-^ 
authority of HQRA. The primary Care Research and Demonstration'-Prpgram was not , ^ 
included in the fiscal year^ 1979 appropriatioris i>ill^, however. The ongoing- HtJRA 
projects are-ito be funded, af $16.5 million for fiscal year 1979. ' This apropriation, 
approved under the authority -of-: Section ■ lllO , SSA;^ will allow for approximately, eight* 
-new prpjects ,,in 1979. „ ^ ^ ;^ ; - ' ■'. 

' . ■ ' ' . ■■ ' ' .- 

" . Funds under this program, ..available to public and private entl it le'3 , mast be used 
for demonstration, of , or research on, primary health^br.^.dental services. Acceptable 
projects include research or demonstration on the provision of serv^lces and attraction 
of health personnel to a scarcity area of on unique and promising delivery systemsi 
Funds, were authorized for' urban, areas for the jElrst,^,^me-urider the Primary Care 
Research^' and Demonstration Program. To tjiis date, appXogriatlons h^ve not been^ made 
for this program. . ; • . ^ ^ 

Rural Health Initiative . , . - ^ ' ■ 

The Rural Health Initiative (RHI) is an administrative effort (rather than a 
legislative autJior;i'ty ) of the Bureau of Community Health Sei^ices ^in HEV; to a«3sist In 
the development" of health care systems in rural areas by managing the activities of a^ 
number of existing Federals/programs operating iM rural areas'. The programs, cpordinated 
and integrated under the RHI Include the following:.^ The Community Health Centers^ 



9^/ Unpublished data from the National Health Service Corps, D^epartme'nt of Health, 
Education, and Welfare^. s. .0 ■ - ' • . 

■■' ■ : - : ' -13-. , ' ' ■ 
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Program, theXNational 4iealth Service Corps, the Health Underserved Rural Areas, 

the Migrant Health'' Program, and the Appalachian Health Program. 40/ Appplicants -are 

expected to coordinate their activities with other area health, programs. 

. .. These progi^ams, until the initiation of the* RHI in 1975*, operated independently 
of other Government programs,, which meant;, that two or more programs could, have been 
serving the sameAcommunity with separate facilities. The RHI has attempted to 
convert such- narrbw categorical projex:ts in rural aYeas into broadrbased primary' 
health care projects. v \ . ' . * " 



An applicant miist be a public of nonprofit private entity interested in providing 
health care services, to -a rural area with demonstrated need to apply for funding. 
Needy areas in::lude t^hose designated as (1) Medically Underserved Ar.p.as (MUA),^(2) 
'Health Manpow/2r Shortage. Areas (HMSA) , (3) High Impact Areas .(HIA)., or (4) High 
Infant; Mortality (HIM)\'rate areas (appendix C). Areas considered underserved by the ■ 
greatest number, of thes^e four criteria have the highest priority for support. Areas 
. app.ying for planning and develoment grants must meet three out of the four criteria 
tio be eligible for fundsN^under -the RHI. 

Rural Health Clinic Services Act . * 

• •. \ . o' • ■ . \ ■ ' " ^ • . , 

Because of the sparsity of physicians in rural inedically underserved areas, 
services which wo.uld otherwise be provided by, a physician ar4 frequently provided by'/ 
sd~eal;led new or midlevel health care practitioners, * such as physician assistants and 
nurse pracliitiohers. Until recently,;' services provided to Medicare (part B) and 
Medicaid patients by mldleyel ifiealth practitioners ^were not reimbursable if a physician 
were not present.. The fecent Rural Health Clinic Services Law of 1977 (P.L. 95-2.10) 
amends the So.cial Security Act to- extencf* coverag'e to these services provided In a . 
,. rural clinic meeting' the* eligibility requirements. . . , 

Medicare and Medicaid, requlreinenCB for r.eimburs^ment also state that a clinic 
must be -a liceijsed f-aciiity which meets minimum safety standards and be located in a 
rural 4rea that has been designated as a HMSA oi; a MUA. Exemptions f.rom the latter ^ / 
requirement can b^ made , by the Secretary , of Health, Edu;:ation, and Welfare. 

The act also established requirements for staffing and responsibilities of staff 
members. Anfong these are the .req(uirement,..that 'the prof essional staff include at 
least <5ne physician -and. a^ leas tJ6ne--midlevaJL_health_practitioner, one or more of 
whom must. be available to furnish pervlces at times the <;linic operates. The 
practitrionersi/in addition, must be-*- available to furnigh care a,t least' 60 percent of 
the' time the clinid operates, 'and ^t he physician's responsibility , includes direction 
.and ,:?upervision of phe clinic and staff. Other regulation^ relate to the types of 
services pxpvided, mainttaance of the. patients' health ^records, and evaluation- of the 
program.* ' ^ 

Application for certif icatioh is mad'e to the State health ^artmentf. Xf a. 
cligic'ls certified for" reimbursement under Medicare, .it is aut^a^ically certified 
undej) Medicaid. As cyf . March "1979, about 300 clinics have been certfified since the. - - ■ 
program was started (March 1, -1978, for Medicare and July 1,' 1978, for Medicaid) . f 
(41). Initially, .five intermediaries under contract to HEW will set' the" reimbursement 
levels which will depend. -on' costs and utilizfition - rates. This leVel, reXriewed' during 
•and. at, the ^nd of the fiscal yeajr, "will, be adjusted to" equal th^ actual , costs to thje 
clinic. The maximum level ha^ "been' established at $27^.30 per visit and the lower j 
threshold at $16 (.64). The, level will be set annually . after March' 19.80 and not be 
adjusted during that fiscal year. • . \ . " 



10^/ The special problems of needy ^su^populations, such as migrants and Appalachians,' 
are discussed in. the final section. ^ * , 
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. * To' encouragfe».vCJOst effectiveness, a clinic will be required to- meeti=:itwb screening r 
regulations • One screen requires overhead costs to be under 30 percent of ^total 
costs.. Another screen sets the productivity requirements for the number of ^patients 
to be seenduring working hours by the physician and by. the practitioner. This act ■/ 
when fylly operational — as'suming that certification requirements are not too res trie- » 
tive-^will be^a- positive force^ in counteracting the effects of ;.the physician .maldis- 
tribution problem in rural areas. " \ ' ^ 



Loan. Repayment Program «• . " • 

•. The Comprehensive Health Manpower Training of 1971 broadened a previjbusly . , 
established loan repayment program for health ptofessionals. Funds . are ma d^^*] avail able, 
to partially rep ay-- Federal student "loans used to finance medical education for healths „ 
prof essionals practicing in HMSAs. • The'Fe'deral Government repays%60 percet{t of 
.educiatibhal loans whea registered nurses, and doctors of medicine^ dent is ti^:,.. optometry, 
pharmacy, podiatry, osteopathy, and veter^inary, medicine sign a contract .to practice . 
in an HKSA for 2 consecutive yeairs.- An additional 25 percentpf. the outstanding 
balance is repayed if eligible personnel agree to practice ill an HMSA an additional 
year. 

Personnel may not meet loan repayment obligations concurrently with NHSC scholar- 
ship obligations. The .program does not deal directly with a health organization (as 
does the NHSC) in placing personnel in an HMSA so a community does hot actually apply 
for personnel. After . confirmation that eligible personnel are practicing in a HMSA, 
personnel' may apply for the loan repa/ment program. ^^Personnel ;are eligible only 
if involved with direct' patient care. At this time, appropriations are almost* J 
^exhausted ' f or 1979 and the p.rogram's .administrators do not expect funds to be author- 
ized .for 1980. ' . ^ • -o . * ' , 

Community • Facility Loans • • ^ 



* r. The Farmers Home^'Adminijstrat ion (FmHA) sponsoris" an Essential' Community Facility 
Loans Program. for rural areas ^nd powns of up to' 10,000 pbpulation which meet spe^i- - 
fied criteria. The objective of the program^^authorizfe'd in the Consolidated Farm and 
Rural Development Act, Section 306(a), as amended by the Rural Development Act of 
i972, is to help rural areas obtain stable economic growth and development. Loans 
are provided for construction or improvement of essential cotmnunity facilities to-^' 
public entities . (such as municip_alit:ies, counties, and sp.ecial p'urpose districts) as 
well as for nonprofit corporations if they' are unable to obtain needed futids from . , <^ 
^othQf- sources at reasonable Tat'es and terms and if adequate plans, for repayment are ' 
made, /the Interest rate currently is 5 percent - on .the unpaid principal, 'and the 
maximum term ^on all loans is 40 years. Loans ^re only available to towns o.f less 
than 10,000 pop.ulat ion or in the- open countryside. Funds are allocated to States 
based on a formula which considers the percentage of the- Eural population living in 
poverty. * ' - . . * . * . . * 

-Essential community faci'lities include: water or sewer, systems , fire stations, • 
hospitals, clinics, nursing homes, libraries, community buildings ,''industfial parks, 
or other, facilities which, are judged . to provide essential services to rural people". - 
Health care "^racilities funded under this program include clinics, '^tiursing homes, and 
hospitals. Of the $250 million appropriated in fiscal year 1978, 68 percerit was - ■ " • ^ 
.allocated for health care facilities.^ howeyer health' facilities comprised only 35 ^ 
percent of the number funded. 11^/ The fiscal ''year 1979 budget is $250 million with 
health care, alloic^itions expected to remain the same. 1 ■ . . 



11 / Unpublished :^ata from the Community Facilities Loans*Divisioni Department of 
Agriculture. 

, . ■ v, . ' ■ • , , ' 
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FpiHA and Che pealch Services Administration (HSA) of HEW recently signed an * 
.agreement- regarding funding of rural health care projects. FmHA will annually set 
. aside a portion of rthe Cffmmunlty Facility Loan Program funds for Canity and 
Migrant Health Center Program grantees who apply and' are- eligible for Community 
.Facility, loans. The flrst . annual allocation will be $2$ inllllon. The agreement wlU ' 
•coyer fiscal year 1979through the end of fiscal year 1983." It is estimated that 30o' 
.• Clinics, serving 1 ..35 million people will be jointly funded by HEW a'^d USDA within 
. that time period (45). * / . 

Health Maintenance Organization Program 

The Health Maintenance Organization Program (HMO) is another Federal ■ program 
. designed to meet health care needs in medically underserved areas. The program is a 
, legal entity .that accepts, in exchange ^oVa fixed/ advanced annual payment, contractual 
•responsibility to assure the delivery of a stated /range of , health services to a , 
vdluntarlly enrolled population. HMOs are organized By pltysiclans, employers; labor ' 
unions, hospitals, medical schools, consumer grou'ps, and corporations. Two important 
effects alums Are: (1) integration of many tiypes of health care to promote coopera- 
tion a-mong providers and (2) incentives to help health, care providers keep costs ' 
down. • • . «^ 

, • ^ ^ ■ • . # * • 

The Health Maintenance Act of 1973 (P.L. 93.222) provldes-'for grants; loansV and 
-Ipan guai^antees for feasibility, planning, and initial HMO development. HMOs in MUAs 

.that apply for funding are. given priority treatment and at least 20 percent of.the 
funds are earmarked for nonmetrppolltan areas. , Howevec, less than that goes to ' ' 
■nonmetropolltan areas becaus^e there are. few rural applicants that qualify.. One HMO ■ 
model, the Independent Physician's Association where a single physician provides care ' 

. through a prepaid health plan, may oe. .helpful in rural areas. A few :are -presently 
funded through the Ffederal^^O Program. .Assessing their feasibility for all 'rural ' ; 
areas at . this stage is premature." • ; 

-The Federal Government is Involved in prograiis designed to, increase the' health 
care services to specific underserved populations, such as migrants, American Indians, " 
and Appalachians who are likely to live in nonmetro areas. HEW administers the 
Appalachlah Health, Indian Health; --^and Migrant Health Programs. 

■ ' " • " • • ^ • ■ ■ _ 

A-^*"? Appalachian ReglonaXComml^slon (ARC),^ a partnership of governments in the 
i3 Appalachian States, was-initiated in -1965 t'o deal with the region's developmental 
problems,. Including primary health care to th*at subpopulatlon./ ElghL other .regional v- 
commissions are operating in the United States. Five have health progi^ams, but not ' ■ " 
on such, a large scale as ARC (see appendix B). 



. f ' ' ' SUPPLY OF 'medical RESOURCES. , ■ : . ■ 

An area's medical resources indica'te the adequacy of the area's' medlckl system. 
Before we can compare the distribution ,, of resources among county groups and describe 
.the. factors which affgct suih^^a distribution,- we must recognize the limitations in 
such comparisons- Resourc©^ are compared, to .-expose the- unequal access, to care for £ 
subpopulatlons.. This does not imply that an average sUpply of resources or the 
greatest^ supply of resources in an- area are necessarily the correct amounts for which' 
to aim, eyenaf population needs and resource productivity are constant. 

^, Needs vary by area and needs of nonmetro residents are In'creased by the preva- 
lence of. .low Incomes, hazardous occupations, higher proportions of senior citizens, 
and .lower educational levels. Productivity and' quality .of medical resources a^re also 
not-constant acfoss the United States. ■ For example, nonmetro areas have a higher ' 
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proportion of physicians over^age 65 compared, to metro areas. This fact may translate 
into lower productivity and/or lower , quality of . care (2^, 22, 52.) ** However, nonmetro 
■physicians see more patients per week than metro physicians. A standard ot natipnal 
health resources sh2jjj.d XI) include an estimate of an adequate supply of medical^ 
resources in the view of both provider and consumer, ahd (2) allow for adjustments 
due' to variance 'in needs and quality, of care. ' - ■ ^ . . 



Personnel 



. ■ • . c • • • . •■ • ■ ' . . , 

• - .The comparison technique, because of the lack of a widely accepted health 
resources standard, is the most useful tool available for -evaluating the nonmetro . \ ^ — 
health ca*re system. The distribution of- physicians, dentists, ostebpajihic physicians, 
registered nurses, and licensed practical nurses per 100, 000 population ratio, is a 
more common and valid measure of availability than simple counts of personnel since 
it adjusts for the area's population size (table" 6). , -t^; ; ^ 



Table 6 — Selected medical*' personnel per .slOO,000 population by r^^idence 
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. . ■ .--^ 
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t 


57 
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5.0 . 




r . 63, 
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Core * • . 
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^ ■ 5.0. 




.-64 
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61 
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. ^ 131- 


Medium 
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5.0 ^' 




49 


385 . 


208 .. 
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2.5 . 




48 
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242"' 


Nonmetropolitah 


: 71 - 


3.5 




. '35 


.270 
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r. 










. Adjacfent ' : 


87 ■ 


' .3.6 




' 36 ' 


349 • 


179 


•Nonadjacent : 




2./7 




V 47' 


'. 355 - 


. 260 


^* Less urbanl,ize'd: 














Adj^ent**' . : 


58 


3.1 




30 


214 • 


197 


flonadjajsent : 


65 . 


^ ,4.1 




-J 36 /' , 


251 


220 


Totally rural ; 














Adjacent : 


.35^' 


2.-9 




r 21 * 


. ^30 


111 


Nonadjacent : 


38 


3.7 




28 


173 


. 129 


r U'S. total ' 


134 


4 . 4 


\ t5 


' 51 


351 . 


192 



L/ appetidiK, A for definition of stul^ Items. 

_2/ Data on osteopaths in Pennsylvania are for 1976. 

37 Does not include Pennsylvania. 

' ■* * ■ - # , 

■ • ' * * • ' * ' 

Source : (5^, 6^, ^6). • ' ' ^ 
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. The number and '.distribution of physicians are of ^great importance.^The United 
States will' have, an oversupply of physicians -in the next decade, according to the 
Secretary of ^Health, Education; and Welfare (L3)'. The number of active physicians/ 

■ increased.. 46 percent between 1966 aiid .1975. However, two s.tatements must be .made 
reg^lrding a surplus of . physicians. First, this predicted surplus of physicians is an 

•economic surplus, given an estimated cost oi physician services. No attempt has. 
been inade to estimate ; the normative shortage or surplus of- physicians. Second, this^^ 

■ "wealth" of physicians has not 'been shared equally. There were Tl^ non-Federal . " 
physicians In patient care per 100,000 population in nonmetro areas, compared with*^: ' 
„157 in metro areas in 1975. The physiciah-to-population ratio furthermore, was the" 
•lowest in .totally rural areas. ' 

.' ,. ■ ■ ■ ■ ■ ■ • . r '-' \ ' . • > 

Physicians. als6 Vary among county groups by the types of .practice in which they : 
are engaged. The American Medical Association_(AMA) identifies doctors in patient 
care as general practitioners (GP), medical 'specialists, surgical . specialists., ^other * ' 
specialists, or as hospital-based physicians. GPs, those physicians involved In the 
■.delivery, of primary healtii care, generally have less income than other . types of- ; 
physicians. The average net income for physicians in 197.6 was $59^544, but for CPs - 
..it was $47,438 (_15)- The distribution of . specialists, who must have more , training ^ 
■and specialized skill, can- be , used as a proxy for the .quality of care" available to an 
area.. Relatively few specialists are. located in nonmetro areas, in contrast to GPs 
(table 7). 'j ; . '.^ ' <: ' 



, n ■ - ^ ' . *• ' t 

'." Table 7 — Physicians in patient care per .100,000 popu-latj-on 
• by type of practice and Residence, 1975 ^ ^. 





: 


r Office- 


■based . ^ 






Residence J_/ 
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: -I 
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Surgical ' \ 
specialists \ 


Other ^ 
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Metrop'olitan 


: 19.9.. 


30.9 . 


36.3 


2^5.6 . < 


44.7 
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}• Fringe 

. V -IHIedium ^ ' 
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: 17.4 ' 
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.39.3 
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28.4 
34.^ 
34 . T 
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1 32,2 • 
• 21.8 
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■ 55.1 

. 68.9 

24.4 "■ 
.33.6 
*26.2 
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25^9 


. 10.5 
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. 9.2 ' 


. . . 7.4 ■ r 


Urbanized 

Adjacent : 
Nonadjacent : 
. Les^ urbanized: 
Adjacent : 
''Nonadjacent : 
Totally rural : 
Adjacent : 
' c- .Nonadjacent : 


^22.9 
.21.6 ' 

. , « 2 -7.7 
29.9,c:. 

25.3 
, ^26.1 


15.5 ^ 

19. 1 " . 

6.6 
*-7.7 

.1.7 
- . 2.9.' 


25.1 
33.9 

■ 11.6 
15.2'. 

3.5 
4.5 


13.0 " 
17.7. 

*5.6 . 
7.4 
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'2.7 


.10.3 ■ . 
14.2 

■ -r 

6.1 

4.5 

. 2.5 ' 
C 1.8 • 


U.S. total 


' ^ 21.5 . . 25.3 • 


^1.4 


:21..2 


34l6 


4'* 

1/ See appendix-Af6V definition 


of stub items. 








Source:.. (5). 
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Osteopathic doctors • represent another source of health^care. The percentage oif . 
res iden^ haying an osteopath as their regular source of ^care rema^-ned at 3 percent 
f rom. 19©^^p 1970 for rural npnfann residents and jumped from 3 to 7 pefcent for* 
■rural f^' residents in that .same time' periodVCD • Th^e number of osteopaths per : . ■. 

iOO/000 copulation in met r(ii areas was 4. 7 and in nohmetro areas was 3.4 in 1975. 

. Osteopafe&ic physicians are niore .evenly distributed acrpsa the Nation than other 
physicianV.j|lthough they are a- relatively "small .group. ' - ■ 

■;f ^ ' ' ■ : ' ■ 

. .^ The rd!tlos of dentists and . registered nurses (RNs'O per population were greater 
in^metro areas than nonmetrcj areas. There' were 57 dentists per 100, OOO population in 
m6£ro areas in 1974 , /compared -t(o 35 in nonmet'ro areas despite^^ greater dental ^ 
■problems of nonmetro res identl -We to the prevalence of n.anf luoridated yater. There 
we-te 380 RNs per 100,000 population ±n metro areas, compared to. 270 in nonmetro. • / ' 
areas. Totally rural .residents had"- the least availability of both these types of 
health personnel (table 6). . . ' • 

. ■ ' ' ■ . ( / ' ^ ' 

. For. licensed practical nurses the situation is slightly different- Nonmetro 
areas had approximately the same number of LPNs per 100 ,000 population as metro areas ^ 
in 1972. However, totally rural, residents faced the lowest availability of this, type- / 
-Of health personnel of any area in. the Nation (table 6.) . 

Medical personnel tend to be 'concentrated in metrq^.areas for several reasons, 
.including the perceived^need to be close' to medical facilities and supportive and' 
consultative cohorts. Other factors^f f ecting the preference of physicians and other- 
personnel to locate in metro areas are: higher incomes , quality of. life (such as 
social and educational amenities and -greatet . educationaT'oppottunities for family 
meml)ers), .contacts* valuable to careers, and less demanding workloads (27,^). 

The maldistribution of ' physicians . appeals to be almost totally unaffected by 
market forces because the me'dical care Industlry is noncon5)ecitive (lO , Air 11). If -r 
the principles of fecphomics. were, dperating, ":as supply of physicians increases and 
nothing else "changes, the, price would decrease. This' did not occur for physicians ' ' " 
(25). This situation is fostered by bari^iei^s to- resource mobility, such as; limited 
medical school enrollment and restricfed-'medical li^ens^re;. consumer uncertainty 
surrounding technical medical .issues; the consumer's frequently critical physifcal - * 

TcanditLon when seeking medical.care; and the polx igally . powexf ul'^health cafe lobby- ' 
ists (J[0» 55). - . . - . ^ ■ » 



The^fact that decisions by Ijidividual,, pfiysicians account for 70 percent of all 
health care expenditures illustrates physicians' control of both 'the supply and 
demand of theif- services (13). ' . . ' _ ^ " v 

( \ - '■ . , ^ • • 

' ' \ ' ■ , • ' ? 

Intervention by the Federal Government in-the location. decision, especially' 
through. the National Health ^Service Corps,, has partially corrected the maldistribution " 
problem. by providing incentives to both medickl colleges and students . - Several stiudies 
suggest that physicians residing -in. hpnmetro areas prior to training are more likely 
to practice in^ nonmetro^ areas than those" residing^ in metro 'areas (12 , 33) . A partial ' 
solution to the maldistribution problem wouldv be recruitment: of medical stddents from 
nonmetfo ar&as. ^ ^ ' . ' > « . . • 

. ^ k . o • • Facilities ' ' ' ' ^ " 

The disUribation-.of^f acilities and equipment: also varies (table 8). There' were. 
4'95 U.S. counties without" a community hospital (defined as a rion- Federal, short-term 
general hospital wbich open^to the public) in 1976.' Jherfe are more community 
hospitals per capita in. nonmetro areas ^:h^n met.ro areas, but these hospitals' are ' > 
generally ^small^r. Thus, .there are actually mo^re hospital beds per p^rson-^ in • 



- Table 8~Selected medicil facilities per 
100,000 population by area 
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4 
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U,.S-, total . : 
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451 


5 ' 


454 













1/ See appendix A for definition of stub items. 



metro areas than nonmetiro areas* Nonmetro hospitals are also generally older, less 
likely to-be accredited, aqd lacking in specialized services. The American Hospital 
As'sociation reports that the ^assets per bed for metro hospitala. are $39,998, compared 
to $26,804 for nonmetro hospitals (3^). ■ * . . * 

Many hospitals in nonmetro areas were constructed undeP the federally funded 
Hil-l-Burton Program initiated in 1946. Hospita'ls funded ty this program were obligated 
to make services avaiXaliile to all community residents and provide ^'a reasonable amount 
of free or low-cos,t care to indigent patients. These obligations were not enforced. 
However^ a new effort to monitor and enforce the compliance of these requirements was : 
recently formulated bv HEW. If it is successful, the indigent metro and nonmetro 
population will be more likely to receive hospital care (20) . ' • .. 

Konisetro areas need specialized .facilities, such as nursing homes and home-^ .- 
health care facilities, because of the relatively large aged population. However, in 
'975, there were ^^79 nursing home beds per 100,000 population in metro areas, compared 
CO 407 in. nonmetro areas.. Projections are that, by the year 2000, whii^ the 19,74 
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.total population will have increased 22.9 percent, the aged population will have 
increased 36.6 percent (59)*^ 

'y' MenJtal health care is another important servi<;e scarce in rural areas. A" recent 
study found that the rural-urban status of an area,, rather than the medically estab- 
lished need of care, determined' the ^nature- and number ^6f services available (53) l 
Thus,\rural areas, in terms'of mental health resources, are the most underserved. 
Nonmetropolitan poverty areas have the lowest mean number of mental health personnel 
hours per population of any rural-urban status combination. 



' Access to Health Care \ ^ * \:i 

Utilization of services is an indicator commo-nly used to measure access to 
health care. Metro area residents had relatively more physician visits (5.3) per 
person per year than nonmetro area residents (4.4) in 1975 ("table ''9) . The percentage 
of the population having at least one physician vi3it during the 12 months prior to 
being interviewed shows that 75.9 percent of the metro population had one or. more 
visits, compared to 73.0 percent of '^the nonmetro population. Only 35 percent of 
these nonmetro vigits were to specialists^ compared to 65 percent for metro res'idents 
and the average visit lastecl only 12.8 -minutes in nonmetro areas, compared to 15.8 in 
metro areas (36) r ' « . ' 



Table 9 — Visits to phy'sicians -and. dentists by residence, 1975 
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J_/ See appendix A for definition of stub items. 
Source: (59). . 



Dental care, a major cotoponent of. primary • care, is often viewed as 'elective, and- 
relatively large differences exist amonjg Income groups In'lts utilization." A higher 
prevalence of -lower Income persons^, along w 1-th less availability of dental seirvices,, 
•may explain the lower utfllzatlon of such services in nonmetro areas* Dental visits 
per person per year were higher for persons living'^ln metro areas fl.S) than fog 
persons living outside metro areas ( 1 . 2) • , 1 

The population , living ,ln fringe counties of metro areas had the highest, propor-y 
^ TT^i uf persons who had seen a dentist within 1 year .(58i 8) • . , The lowest proportion . 
was for .persons residing outside o£ and not adjacent to metro a;reas (43,4). . 

The opposite relationship between utilizatipn of. physician services ^nd residence 
exists for utilization of hospital seryice? and residevice. For example, in. 1975, the 
percentage of the population with one or more periods of hospitalization w^s 10.3 for 
metro areas and 1.1.6 for nonmetro areas. Differences by. place of residence are not 
large, but they are consistent for every -age group (59) . Again, this may. be related" 
to the greater prevalence of low incomes in nonmetro areas. -Hospitalization is known 
to be inversely related to income for several reasons, including less access Vo 
preventive and primary' health care (59)*" Another determini ng* 'factor may be the 
gr^eater distance 'nonmetro people must travel to 'obtain car'e. Thus, a patient may be 
hospitalized tp avoid repeated long trips and to assure prompt a't'teation if needed. 

.Hospital Qare may be just as ■ accessible to -nonmetro residents as to metro 
residents in terms of beds. per capita, but in nonmetro areas, this care is usually • 
provided at smaller .hospitals with less* technology and specialized services'. Highly 
specializ'e^ services generally require a large service population to support equipment 
investments and to attract t'rained personnel. Since nonmetro areas are sparsely . 
populated, emergency medical services ane vital to" increased access to specialized 
■services for nonmetro residents. * ' 

Other measures of access to health care include whether ^n individual has a 
regular source of care, appointment waiting time, travel time'- to care, ability to . 
obtain a walk-ir visit, and office waiting time. A 1975.iiationwi.de survey found that 
rural farm residents had the least access when it was: measured by the last three of 
''^hese five measures (_1^). 



HE/VLTH STATUS MEASURES 



The health care system's goal is to reduce disease and promote health. Therefore, 
the performance of the system, the evaluation of^ health care policies; and the 
resulting quality of "health care should be appraised* by its effects :pn health" status. 
This can b>e a controversial and difficult task. ' One primary reason is the lack of a 
generally accepted health st4tus definition. A definition can be limited to a 
strictly diagnostic classification or can encompass such factors' as psychological 
well-being; changes in knowledge, behavior, or- attitudes; as well as quality-of -lif e 
factors ^ffecting'a population. The Worlxi Health Organization, for example, defines 
health as "a state of complete physical, mental^ and social well-being and not ' 
merely the absence of disease or infirmity" ( 16) . "* ^ 

Another reason for the difficulty i n-'accounti ng for the success or failure of 
the health system through health status is the problems, in measurement, once health 
status has been defined. Because .of the intricacies of diseases ^nd peoples'.. different 
perceptions, measurement is= at best arduous. Also, since health status is affected 
by other factors outside of '^he health system, it is difficult to isolate the 
-effects of utilization of health services on health status. Genetics, envirSnraent, 
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and lifestyle also affect health status. Genetics is^an immutable factor, buT ' 
certain aspects of the environment and lifestyle (for example, pollution and smoking) 
can be changed?* / t . •■ . 

• A number of individual measure's can be used ' to set ' goals ani. standards' and to 
assess the effectiveness of health services. These Inplude measures \of mortality and 
disability, self-perceived health status^ and . incidence of diseases. Infant mortality 
is generally considered a good indicator of health status. The infant mortality . rate " 
for. the total U.S. po^^ulation has declined, although rated are not equally low In all 
geographic areas or all pubpopylations (59) . . 

Two measures of health status are considered in this. report: (1) the 5-year', 
infant mortality race for '1969-73 and (2) a composite index constructed through" 
principal cqnq)onent analysis, (table 10). The' first -measure conq)dted' as the number of 
deaths for infants less than 1 year old per 1 ,.000 live births is presented for each 
of the residence categories. The second index conq)osites three Indicators of health: 
an^Jjifant mortality rate, an age-standardized mortality rate, and an age-standardized 
martality rate of deaths due to influenza or . pneumonia. For the ponq)oslte. index, the 
higher the value, the. better the health status of the area (48)." 



Table 10 — Infant mortality /rates and composite • \ 

health status index by resi(Jence 



\ : 
Residence 1_/ : 


— i ai ■ 

■ nf ant mortality : 


Composite health 


rate (1969-/3) 


status index^ 




Number per 1,000 


U.S. index « 100 




' live births 




Metropolitan : 


18.8 


106.1 


Greater ^ : 


18.8 


108.6 


Core ' " : 


19.8 


99.0 


"^^^.^ Fringe . ^ : 


16.2 


112.1 


MeUium ^ : 


18.5 


105.3 - 


Lesser : 


' 19.4 


104.7 


NoiMnetropblltan : 


~20.7-- 


98.5 


Urbanized : 






Adjacent • ; 


19.3 




Nbhadjacent : 


20.5 


99.8 


Less urbanized : 






Adjacent : , 


21.0 


97.9' 


Nonadjacent : 


21.6 


98.8 


. Totally rural ^ : 






Adjacent : 


21.2 


. 96.4 * 


Nonadjacent : 


21.0 


97.7 


U.S. total : 


.19.3 


100.0 . 



1^/ See appendix A for definition of stub items. 
Sources: (48, 56i ) . 



\ Both indices fYiOw .that the health status o^" metro residents is bettef than that- 

of nonmet.ro residents. The high infant^ mortality rate of 21.6 per 1,000 live births 
in the less urbanized counties not adjacent to a metro area, compares to a low., of 
16.2 "in fringe counties of greater metro areas. * The" composite' health- status index ' 
showed that totally rural areas had tHe worst health status and, again, fringe 

^^coun^ies of greater metro areas had the best'index. . 

Anothe^r index of health status is the^umber of disability days due to chronic 
or .acute conditions. Residents of nonmetro' areas generally . have more disability days 
due to** chronic conditions than metro residents* Metro residents have more disability 
days due fo acute conditions than nonmfet.ro residents (29) . One problem with utilizing 
disability data as a measure of health status is that progress In medical care has 
resulted in more people surviving formerly fatal illnesses but sutviying with 
some form of disability. Therefore, improved medical*'care can both .decrease and 
increase disability. ' . ' . • 

Another method of measuring health status -is -to survey persons regarding their 
perceived health status as s.elf-assessed health status relates closely to other 
indicators of health status. Differences in assessment arise from several socio- 
economic factprs and from place of residence. In 1975, for example, 15.2 percent of 
the nonmetro residents sampled jrated .their health as fair or poor, compared ^vith 11.5 
percent of metro residents (58). 



. .CURRENT ISSUES . 

.■'<-' S'evei^al factors are involved in determining the needs and direction of the rural 
health care system. . These include the rural-arban" turnaround in population, needy 
subpopulations , increase in the' supply of midlevel health practitioners, and the ' 
importance of the services industry as a source of employment for nonmetro residents... 

•- ' ■ ' ■ I 

- ■ -V- • 

^ Rural-Urban Turnaround 

Recent attention has been focused ,on;'the termination, and even reversal, o^ the 
net migration of the population from rural to urban areas (11). The population, 
between 1970 and 1975, grew faster in nonmetro areas (6.6) than in taetro areas (4.1). 

o> , . ' ■ ■ 

This trend, not limited to counties adjacent to metro areas, can be attributed 

to: decentralization of industry, increased settlement" of retired people, expansion 
of senior State colleges , increased recreation, and apparently higher birth rate's in 
nonmetro ar^as (11). This means an 'added strain on nonmetro ^area social services. 
Furthermore, since-, a major factor affecting this" trend is the growth of retirement 
communities In nonmetro areas and, given. the positive relationship between ageand^ 
need of health care, the strain on the health^; care systems in these communities 
becomes intensified (31 ) . Howeve^r, the change in supply of physicians in nonmetro 
areas has not matched the' change in population as it has in metro areas. The popula- 
tion in some areas grew, at ^a^l^t^^^i^^r^e than the supply of physicians. 

♦ The rate of change in ^the y«S. Supply of non-Federal physicians in piatient care 
was ttaore than two^and-one-half : times 'the rate of population change between 1970 and 
1975 Vfig.. 4). The corresponding figure for metfro areas was over three times the 
change in population. However, for nonmetro areas, the rate" of change in the supply 
of_ physicians was only about tone-and-one-half times the rate of. population change. 
The rate of crange in thfe" pi^vsician supply for totally rural areas did not even keep 
pace with the rate of population change. 
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Changes In Population and Supply of Physicians by Residence, 1970-75 



Residence 
Categories 

U.S. TOTAe 

9 , . . .. 

METRO TOTAL 

■ o ^ 

Greater 

Core 

Fringe 

a ' t 

Medium 
Lesser 

,NONMETRb TOTAL 



Urbar^ized 
lAdj. to SMSA) 



Urbanized 
(Not ad|. lo SMSA) 



Les§^ urbanized 

{AcU to SMSA) 



Less-urbanlzed 
(Not adj. to SMSA) 



Totally rural 
(Adj. to SM65V) 



Totally rural 
(Not ad), to SMSA) 



Percent change in population 

Percent change in non-Federal physicians in patient care 





1P 15 

'^ '■'l, ■ . • ■ ' Percent' Change 

V 5 'fiflo appffndu A fof deiiopnon of residrtnci? caiegofios Soufco Calculations basod on «5) 
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N*0. ESCS 71-79 (6) 
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Several subpopulatiohs are""faced with exceptional hardship: ' Blocks (particularly 
in the South) ,/Amer'ican Ijidians, migrants, .and Appalachians. Each' of these groups, 
as a result of cultural isolation, povertyL'^and discrimination, havfe specialized ■ 
health care needs. ' • ^ . * • " : 

Blacks • * . - - -.^ . •> 

, Black infante mortality 'in the Uni,ted States is al,inost twice as high . as White 
infant mortality. The Soiith has .the greatest infant mortality of all regiTons,^ and the 
difference between. Black' and White infant mortality is pronounced. Mississippi's-^.. 
White infant mortality rate, for example, was 19.4 infant deaths per 1,000 live ' 
births; for Blacks, it was 39.7 in 1974 (23). Infant mortality rates are also 
higher 'for Blacks residing in nopmetrOo areas, and Blacks generally receive' less 
Medicare and Medicaid benefits than the rest of the population (22). 

American Indians and Alaskan Natives ' > • : ^ 

American Indian and Alaskan, Native health care has improved considerably since 
the establishment of , the Federail^ Indian Health Service in . 1955. However, when :^ 
comparedjwith the total U. S ..^population, the health of American Indians and Alaskan 
Natives is poor. Th<air life expectaa,Qy in. 1970 was 65.1 yeai;s, compared to 70--9 
■ years for the total U.S. population. The infant mortality rate per 1,000 liye'births 
was 19.1 in 1976, compared tp 15.2 for the total U. S. population. Accidents, 
the leading' cause of death among American Indians and Alaskan Natives, caused one 
out of every five American Indian or.AUaskan Native deaths in 1976, compared to .one 
out of every .15. deaths for the -total U.S. population (60). 

Migrants 

The Federal Migrant Health Service established' migrant health programs in 1962. 
However, as indicated, by an infant, mortality rate Chat 19*^*25 "^pe'rc^nt higher than the ' 
national rate, and" high, mortality rates caused by infectious diseases, migrants still 
face critical health care problems. Mi^infcs, including children, are exposed to 
hazardous work conditions, such as dangerous, machinery and harmful chemicals* 
Many migrant workers are ineligible for- Medicaid -benefits because they. do not meet' 
the definition of the "c'ategorlcally ne^dy and/or residence requirements in some 
States (66). c ' . > 

Appalachians 

Almost all , of the Appalachian region is of ficially classified as, medically 
underserved.' The region in lS76.had.158 physicians per, 100,000 population, compared 
to the national ?rate of 175 physicians for every 100^000 population, Appalachians 
infant mortality rate was 6 percent higher than the national average in 1974,/ but by 
19 76 nhere was less than a 1-percent difference between Appalachla arid the rest 
of the United States. • ' ' - . . ^ 

This lower rate was not regionwidei however. Over 25 percent of fhe Appalachian 
counties, primarily in Southern and Central Appalachia, had ah infant mortality rate* 
which was 1.5 times the average rate for the rest of the country t9^)*« Two contributing 
factors are the region's difficult terrain and geographic iscri^iion. The Appalachian 
Regional . Commission (ARC),, created in 1965 to 'deal with the regi5!\'s economic , and ' 
developmental problems, now serves over 1 million persons. ' . - 



There were 5,000 midlevel health practitioners ind A,350 midwives in 1976' in the 
United States- Midlevel. health practitioners include physician assistants and nurse 
practit^ioners; Recent studies indicate that practitioners are locating in or near ■ 
nonmetro areas to a great eT extent tha^, physicians (50). Many times a. rural xommunity • 
unable to support a- full-time physician can support a. practitioner. A practitioner,' 
in. these communitiesy. may well be the appropriate, solution to the health car^ problems. 
A res-ldent practitioner can insure basic primary ^cgre, health education, aAd 'prtventive 
health services. . ' 

increases in mid-level , health practit-d oners should continue to increase because 
passage of the Rural Health Clinics Law (P.L. 95-210) in 1977 extends Medicare (part ' 
B) and Medicaid, coverage to. services provided by practitioners even in the absence of •• 
a physician. " ■ . ' * ^ 

'\ ' ^ r ■ • Growth of Service Industry - V ' 

The health care ' industry employs almost 6 percent of the total 4J. S. work force. 
Service'jobs between March 1970 and March 1977 grew 39.4 percent, in nonmetro areas, , 
.compared to 28.4 percent in metro areas. Nonmetro area 'change was greater than the 

change for any. industry in either metro or -nonmetro areas,, mainly because of efforts * 
.^to improve, me di cal services (3^2). .. - • , 

^ . CONCLUSIONS \ ' ' . - / 

~ Metropolitan resi dents -have access to more basic and more specialized health * 
services than nonmetropolitan residents. Areas in^greatesf.n^ed, but with the fewdst 
health resources, are totally" rural areas. ' . ■ ^< \ 

Solutions other than the traditional '^hysician^ in residence" are required to - 
. ef f ecl;ively deal with the diversity q£ problems within rural' areas (IS). Communities 
need to examine development of specialized emergency medical transportation a&d 
communication capabilities, satellite clinics of hospital .and university medical ^ 
centers, and increase in part-time physicians and primary care health practitioners. 
More community colleges could be jcrainlng students for health service careers. 
Communities can also be active in training residents to serve as emergency medical 
coordinators to deliver basic first aid until moire spe'cialized emergency services 'are 
available. Local residents who have a commitment to the community can also be 

involved in health education and promotion activities. = > ^ - 

■■ . * ' . 

^' For more physicians toUocate in rural areas, assurance of a salary greater than 
that of metropolitan physicians may be needed to compensate- for the nonmone1:ary 
disincentives operating in rural areas (for e^cample, long work hours and professional 
isolation). The NHSC Program, although^ small in relation to the need, links incentives 
with community needs. Publi o health financing programs have helped to institutionalize 
and perpetuate within the system, the disincentives to locate in a rural area. 
Physicians are reimijursed at the ■ prevailing rates which are . lower in rural areas (14). ' 

fi- 

A positive development in rural health has been the Federal Government's recogni- 
tion of : rural health problems and the aeVerai; programs designed to meet these special 
needs. However, even with this -Federal commitment, therural health system is not on' 
-par with that in urban'areas* This does not mean, nor. is it likely, that an identical 
system woulfl be appropriate. It does mean that, in recognition of unique rural 
he'alth care problems, support must be provided for tlexible. health programs designed 
CO meet these needs and- to. allow for community-based' input. Furbhermore, unde^'any 
national health insurance program, it would be important to recognize . the special 
health needis of rural residents. ^ . 



APPENDIX A: RESIDENCE CLASSIFICATION SCHEME ^ . , 

Metropolitan (SMSA) counties": A Standard Metropolitan Statistical Area is a 
county or group pf contiguous counties with at least one 'city of 50,000 inhabl- 
.tantq or more, or twin cities with, a combined population of ,at least 50,000. 
Contiguous counties are included in an SMSA if, according to certain criteria, 
they are socially and economically integrated with the central' city. * * 

1. .Greater m^tro — counties' within SMSAs. having at. leas t 1. million in population. 

a. Core counties!— ^counties containing the primary central city of greater ^ 
• • metro areas. . ° ^ " ' 

b. * Frfnge counties — suburban" counties of -greater metro areas. 

2. Medium metro—co'unties within SMSAs of 250,000 to 999,999 in population. 

3. Lesser metro—countilBS within SMSAs* of less' than 250,^000 5 n population. 
Nonmetropolitan counties: ' ' ^ • ' . 

1. Urbanized adjacent~counties contiguous to SMSAs and having an aggregate 
'urban population of at leas t '^20 ,000 residents. Contiguous- is defined' as" 
geographic contiguity at more than a single point or' corner and where at 
least 1 percent of the labor force commutes to the metro central county for 

work. ' . ^- ' ^ " 

2 Urbanized not adjacent — counties not contiguous to SMSAs. and having an 
aggregate urban population- of at least 20,000.' . c ' 

3. Less urbanized adjajcent-^-counties contiguous-to SMSAs and having an aggregate 
urban population of 2,500. to 19,999. ' ' ' ' ' k 

.> ^ ' ' ' * * " • 

Less urbanized not adjacent—counties not contiguous to SMSAs and having an 
aggregate urban -population of 2,500* tb 19,999. 

^ ' ■ , ' * »» 

5. - Totally rural adjacent — counties contiguous ^r^SMSAs and having no urban ; 

population. ' *'^- ' ' * 

' * . ' . ''^ 

6. Totally rural not adjacent — counties not contiguous to SMSAs .and having no ^ 
urban population. - ' 



APPENDIX B: . APPLICATION PROCEDURES 

' d ' ' U.S, Department of Health, Education, arid Welfare Programs 

t 

The first contact In the applUtatlon procedure for HEW programs Is at the 
regional level. The regional office of HEW will ask the local Health Systems Agency 
(^SA) foJ^-^^its review and approval before the application is sent to the federal 
office to make sure the proposed project is consistent with the health plan. - Under 
OMBuCircular A-95, State and areawide planning" councils naist also review the applica- 
tion in*the interest of promoting maximum coordination at all Government levels. 
Information and requests for application matetials are available from the Regional 
Health Administration, DHEW, at the appropriate regional office. The 10 regional • 
offices are listed below: , - 



Region, I Maine, 'Vermont, New, Hampshire, Massachusetts, 

. ' 'Connecticut, and Rhode Island ^ ..." 

; • . John F. Kennedy Federal Buil<iirig 

Government Center - ' 

Boston, Massachusetts 02203 * 

; . " . ' . ' ' ' , . >^ 

' "Region II ;New York, New J^ersey, Puerto Rico, and Virgin Islands 

Federal Building . ' ^ r 

^ . ' .26 Federal Plaza 

. ■ New York, lilew York 10007 



Region III Delaware, Pennsylvania, Maryland, Virginia, 
West Virginia,, and District of Columbia 

P.O. Box 13716 
' Philadelphia, Pennsylvania 19101 



Region IV Tennessee,- South Carolina, North Carolina, Georgia, 
Alajbama, Florida, Mississippi, and Kentucky 

101 Marietta Towers : > / ' 

Atlanta, Georgia 30323 



Region V « Wisconsin-, Michigan, Illinois, Indiana, Ohio, and 
/ Minnesota 

■' 300 South 'Wacker Drive . . 
Chicago, Illinois 60606 

' ' ■ -c 

Region VI New Mexico, Oklahoma, Texas, Arkansas, and Louisiana 

^ 1200 Main Tower Bldg. ■ 

Dallas, Texas 75202 



Region VII Nebraska, Katisas, Missouri, and Iowa i 



601 East 12th Street 

Kansas City, Missouri 64106 



Region VIII Hontana,^ Utah, Wyoming, Colorado,^' North'-Dakota, and 
South Dakota* 

• '9017 Federal Office Building ' ' 
N . 19th and Stout. .Street 

Denver, Colorado 80202 



Region IX California, Nevada, .Arizona, Hawaii, and Guam 

Federal Qff ice* Building 
. . • 50 United Nations Plaza " \ 

San Francisco, California 94102 



Region X Alaska, Jdaho, Oy^gon, and Waishingtori 

: / Arcade Plaza 

1321 Second Avenue 
''■iSeattle, Washington 98101 



Communfty Facility ^Lban Program ^ ' 

Program inf ormatic/n and th'e first contact in the application procedure for ttie ' 
USDA Essential Community Facility Loan Program is the Farpiers Hpme Administration 
(FmHA) county officer That term is misleading in that some offices serve more t:han 
one county. (A'boufe'^ 1,800 offices serve over 3,000 counties.) • The application is 
processed at the xlistrict office, al*Shough the, entry point is the FmHA counlsy office. 
Under . certain cottditions the. application 'must also be reviewed at the Federal . 
level (for example, if the applicant is a nonprofit^ organization applying for a loan 
greater thai}/$500,000 . or if the organiza'tion has existed less than 5 years). 

^ " _ „, ■» • ,_■ 

Regional Commission Programs ' t • " ; v 

States fwithin any of the regional planning commissions may make aplplications to 
the commissions for local health systfems agencies, ^local governments, and nonprofit 
organizations. Six of th,e nine regional Commissions have some form of health, program 
The addresses of the^csix regliDnal, commissions which have^health programs ar^: '' 



Executive Director, Appalachian • 

Regional Commission 
1666 Connecticut Avenue,- N.W- 
Washington, D.C, 20235 ' 

Executive Director, Coastal 
•Plains Regional Commission 
215 East Bay Street 
Charleston, South Carolina 29401 

Four Comers Regional Commission 
2350 Alamo S.E. , Suite 303 
Albuquerque', New Mexico 8,7106 



Ozarks Regipnal Commission > - 
liOO^Northi University Avenue 
Suite .109 ^ ^ / 

Little Rock, Arkansas 72207'' 

/Upper Great Lakes Regional Commission- 
504 Christie Building 
1^0 North Fourth Avenue West 
Duluth, Minnesota 5580?. " \, . 



Old West Regional Commission 

201 Main Street,. Suite D 

Rapid City, South Dakota- 5770J. 



, • ^APPENDIX C: DESIGNATION CRITERIA 

f • . . • ^ ■.■ ' - ■ . , ■ ' • " ' • . ^ ' ■ 

Health-Manpower Shcrtage Areas (HMSA) are designated by the Manpower Analysis 
Branch (MAB), Bureau of Health Jrtanpower, Health Resources Administration in the 
Department of HEW. Any Ind'ivldual or group, including; the .local- Health Systems 
Agency (HSA) can recomme^' the designation to the MAB. Upon receipt of an' application, 

notifies the State fiealth ^Planning Board and the^local- HSA (if the HSA is not 
.the applij^ant) for their comments.* a 

There are seven possible types bf manpower shortage: primary care, dental, 
psychiatry. Vision, podiatry, pharmacy, and veterinary. The shortage criterion for 

"primary care manpower takes into consideration the^ratio of population to primary ^ 
care, physicians. T^e other criteria are whether there is. a rational area for delivery 

•of care, p;ppulation count, mldievel health practitipners, indicators of unusually 
high needs, and indicators of ins uf fi-cient * capacity . Available resources in contiguous 
areas are al^o% considered. ^ * r 

Critical values for these, criteria were established ^nd were published in the 
January 10, 1978, Federal Register . Areas not 'meeting all these criteria'^can be- 
excluded from designation. Designated areas are^ also cate^orizied into four groups 
-dependent -not only on* the population to physician ratio, but also on the special ^need^ 
of '-'th^ .population and capacity ^of existing resources''. The latest designations were 
published In 'the ^.uly 17 and Sept epiber 28, 1978, Federal Register . 

p • ■ ' : ! ■ ' 

For further, informationj contact: ^ 

- ■■ — . ■ : ' ■ ■ ■■ " ■> 

Manpower Analysis Branch / ' 
Bureau of Health Manpower 
' ^ * ^•^r Department of Healtfh, * . * * 

Education, and Welfare 
• - 3700 East-West Highway - ' 

Center Building, Room 4-41 
■ Hyattsville, Maryland' 20,782. \ . - 

' '''^ . ' ' ■? ' * 

Medic^l.J.y Underserved Ar.eas (MUAs) aire designated by the Division of Monitoring 
and Analys.is:,^^ Bureau 9f Community , -Health Services (BCHS), Health Services Administra- 
tion in the D'^epartment of^HEW. The value of the Index of Medical Underservice (IMU) ^ 
is calculated for every area in the United States and is used to determ;Lne a MUA* 
The weighted index considers:. *(1) number. bf prima'ry- care physicians per 1,000 
people, (2) infant mortality rate, , (3) percentage of people in poverty,* and (4) 
percentage of population 65 years and older'. ' \. 

The 1975, median Im(j score for all U.S. counties, 62.0, -was used as the cutoff 
point between unders,erved and adequately served areas, although it is no longer the 
median value.- If a local HSA finds that an area is not on the MUA list but ddes In • 
.fa^t have an IMU of 62. G or below, the HSA then sends the required information tOi.the 
Divisidri of Monitoring and Analysis." The local HSA '*ls the only party which can 
recommervd that an area be designated. Alreas' which are designated 'as HMSA^ are auto-- 
matically designated as MUAs. The MUA list, continually revised , and updated, .regularly " 
by Che BCHS, was last published in the October 15, 1976> . Federal Register but an 
updated list is forthcoming. In that same Federal- Register , the inf-drmation reqifl'red 
tron^^an HSA is spelled out and the procedure for determining the weighted 'iMU is 
supplied. ^ 



For further Information/' contact: 

t ■ .■ ■ t ■ ' „ ■ .* I ** , 

Division o'f Monitoring- and Analysis ' » . 

' * Bureau of Community Health S'ervice 
' U.S; Department of Health, • ^ 

Education, and Welfare . ' » 

•S600 Fishers Lane'- - • 

Rockville, Maryland / 20837 ^ . ' \- 

• ■• • ^ ■ ^ . . s 

. ' High Infant Mortality Areas (HIM) are designated by the Division of Monitoring 
and Analysis^ Bureau' of Community 'Health'. Services, Health Serv'ices Administration in 

' the Department of IfEW.- The designations . are based oh th6 5-year inf-ant mortality 

.rate from 1971 through 1975.^ In areas (city or cbuntS^)^ with more than 2,000 live 
births within the?^.5-year period, the ''inf'ant 'mortality rate must be equal to or 

;^6xceed 22. 1^ deaths per 1,000 live births in order, to be designated. The ""rate : 
must be . equal to or exceed. 22. 1 deaths per 1,000 live berths at the 5-percent level 
of signif Icance^in areas with less than 2,000 live, births. An area may also be 
designated if more than 400 infant deaths occur in excess of an infant mortality rate 
of 11.5 deaths per 1,000 live births. ... 

' ■ . . " ' • ■ in/ . ^ ■ ■ , 

. ' For further information, contact: 

Division of Monitoring and Analysis ^ ^ ,^ 

' Bureau of Community Health Service' - - 

■ ' ' U.S. Department of Health, ^ * 

, ' Education, and Welfare ^.^ . 

> ■ 5600 fishers 'Lane , 

Rockville, Maryland 20857' - ' ■ ^ " * 

. . ■O ■ J.J. 

High Impact. Areas (HIA) are designated by tlie Migrant Health Service, Bureau of v 
Community Health Services, Health Systems Agency 'i'n the Department of HEW.- Such 
areas aVe defined as having at least 4,000 migrants and/or seasonal farmworkers and 
their families for "at least ^2 months of the year. 'The designation is presently^based 
on the ^1973 county population and updated continuougly . An' individual or group can 
notify the Migrant Health Service if they believe an* afi^a qualifies but is not so 
designated. . ' 

*■ ' ■ ■ ■ . ' 

For furth^r^ information, contact: 

Migrant Health Service 
Bureau o^j Community Health Service 
■ " - - ^ U.S. Department of Health, 
Education, and Welfare 
, 5600 Fishers Lane /■ • ^ " . - ' 

-.Rockville, Maryland 20857 . 
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